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Background: Skilled attendants during labor, delivery, and in the early postpartum period, can prevent up to 75%
or more of maternal death. However, in many developing countries, very few mothers make at least one antenatal
visit and even less receive delivery care from skilled professionals. The present study reports findings from a region
where key challenges related to transportation and availability of obstetric services were addressed by an ongoing
project, giving a unique opportunity to understand why women might continue to prefer home delivery even
when facility based delivery is available at minimal cost.
Methods: The study took place in Ethiopia using a mixed study design employing a cross sectional household
survey among 15–49 year old women combined with in-depth interviews and focus group discussions.
Results: Seventy one percent of mothers received antenatal care from a health professional (doctor, health officer,
nurse, or midwife) for their most recent birth in the one year preceding the survey. Overall only 16% of deliveries
were assisted by health professionals, while a significant majority (78%) was attended by traditional birth attendants.
The most important reasons for not seeking institutional delivery were the belief that it is not necessary (42%) and
not customary (36%), followed by high cost (22%) and distance or lack of transportation (8%). The group
discussions and interviews identified several reasons for the preference of traditional birth attendants over health
facilities. Traditional birth attendants were seen as culturally acceptable and competent health workers. Women
reported poor quality of care and previous negative experiences with health facilities. In addition, women’s low
awareness on the advantages of skilled attendance at delivery, little role in making decisions (even when they
want), and economic constraints during referral contribute to the low level of service utilization.
Conclusions: The study indicated the crucial role of proper health care provider-client communication and
providing a more client centered and culturally sensitive care if utilization of existing health facilities is to be
maximized. Implications of findings for maternal health programs and further research are discussed.
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With an estimated 342,900 deaths worldwide in the year
2008, maternal mortality – the death of a woman while
pregnant or within 42 days of termination of pregnancy
– remains one of the most formidable challenges facing
the developing world [1]. Ethiopia is among the top six
high burden countries in which half of global maternal
deaths occur, with an estimated maternal mortality ratio
of 470 per 100, 000 live births [1,2]. The major causes of
maternal death in low income countries include obstructed
labor, ruptured uterus, severe pre-eclampsia/eclampsia,
malaria and complications from abortion [3-6].* Correspondence: soloshi@yahoo.com
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reproduction in any medium, provided the orSkilled attendants during labour, delivery and in the
early postpartum period, can prevent up to 75% or more
of maternal deaths [7,8]. However, according to the most
recent Ethiopian Demographic and Health Survey
(EDHS), very few mothers (34%) make at least one ante-
natal visit and even less receive delivery care from skilled
professionals. Twenty-eight percent of births were assisted
by a traditional birth attendant (TBA) and 57 percent of
births were assisted by a relative, or some other person
[2]. The World Health Organization defines TBA as “a
person who assists the mother during childbirth and who
initially acquired her skills by delivering babies herself or
by working with other TBAs”. TBAs are often older
women and are generally illiterate [9].
The large body of evidence on factors contributing to
poor delivery service utilization comes from quantitativel Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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barriers as well as low social status of women as important
barriers [10-13].
Many low income countries aim to decrease maternal
mortality through implementing multifaceted interventions,
including improved access to emergency obstetric services
[14]. However, there are instances where hospitals with
trained professional staff exist, and yet maternal mortality
remains unacceptably high [15] indicating the mere avail-
ability of obstetric services does not necessarily result in
better maternal health [16,17].
Although there is recognition that responsiveness of
care could be an important determinant of maternal
mortality, there is little empirical evidence on the extent
and importance of such factors in many low income
countries. Responsiveness of care usually includes respect
towards the patient as reflected by the degree to which the
health system is sensitive to patients’ dignity, confidentiality,
and autonomy as well as the level of attention given to
clients (promptness, quality of environment, access to social
assistance and free choice of provider) [18].
The present study reports findings from Ethiopia, where
Key challenges related to transportation and availability of
obstetric services were addressed by an ongoing project
[19], giving a unique opportunity to understand why
women might continue to prefer home delivery even when
facility based delivery is available at minimal cost. In this
paper we report on the barriers to health facility delivery
identified in a setting where finance and distance play lesser
roles, with the aim of providing clear directions for future
intervention programs in similar circumstances.
Methods
Setting
The study took place in a predominantly rural area
(Kembatta-Tembaro) in Ethiopia. The area has an esti-
mated total population of 1,266,275 people at the time
of the study. There were 11 Health centers (9 public, 2
Non Governmental Organization), 126 Health Posts and
13 private clinics (medium and small including drug
stores) within the area. A health center is a midlevel
health facility catering for a population of approximately
25,000 while a health post is the smallest publicly owned
health facility serving up to 5,000.
Worth to note is the fact that the study was conducted
around a health facility which was upgraded to provide
comprehensive emergency obstetric care to the sur-
rounding population. Specifically, the renovated health
center had an experienced obstetrician-gynecologist and
an ambulance that provided 24 h service either free or
at minimal charge which was made available through a
project support [19]. The Health center has 15 nurses
(including one midwife), one public health officer, one
laboratory and pharmacy technician, one anesthetist,one pediatrician and a Gynecologist/obstetrician. Most
health centers in Ethiopia (including those around the
study area) are staffed by health officers, nurses/
midwives and laboratory and pharmacy technicians and
generally have no specialists in Gynecology/obstetrics
or pediatrics.Study design and sampling
The study used a mixed study design employing a
cross sectional household survey among 15–49 year
old women combined with qualitative approaches
(in-depth interviews and focus group discussions
(FGDs)). The quantitative survey employed a cluster
sampling scheme selecting representative samples
from each of the three districts using the probability
proportional to sample (PPS) technique. Key infor-
mants and focus group discussion participants were
selected purposively and saturation of information
was used to decide on adequacy of the samples. The
study got ethical clearance from the respective
Health Bureau, and informed verbal consent was
obtained from all participants.Study participants and survey instruments
A pre-tested structured questionnaire developed in the
local language was used to collect information on aware-
ness about and utilization of maternity care services
(antenatal, delivery and postnatal) and reasons for not
seeking delivery care. The questions were adapted from
previous surveys [2].
Overall, a total of three focus group discussions were
conducted. The discussions involved three separate
groups with women, men and community health work-
ers who opted for institutional or home delivery for the
most recent births. As shown in Table 1, a total of 23
people participated in the three focus group discussions.
Additionally, in-depth interviews were held with six
health care providers (physician, nurses, and a health
officer) and two TBAs.
The questions included, among others, issues affecting
institutional delivery including how and who makes
decisions regarding place of delivery, perceived barriers
to skilled attendance at delivery, experiences in relation
to the behavior and competency of the health care provi-
ders, satisfaction with quality of the service, as well as
relationships between traditional birth attendants and
the formal health system.
The study teams consisted of three graduate students in
public health and 30 experienced enumerators who have
completed at least 12 years of secondary education. The
research teams participated in a two-days training session
that included: study overview, ethical conduct of research,
role play and pre-testing the study instruments.
Table 1 Characteristics of participants in focus group discussions and in-depth interviews
Background characteristics
Participant category Age (Mean, range) # of children (Mean, range) # with recent home delivery
Community
Mothers - FGD - 8 participants 30 (25, 35) 4.8 (3, 7) 4
Fathers - FGD - 8 participants 36 (28, 40) 6.2 (1, 9) 4
Community health workers/professionals Type (number) Gender
Volunteer community health workers FGD −7 participants 3 females
Traditional Birth Attendants Interviews - 2 participants 2 females
Midwife/nurse/health officer Interviews (4 nurses; 1 health officer) 4 females
Gynecologist-Obstetrician Interview – 1 participant 1 male
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Interviewers took extensive notes, in addition to tape
recording and transcribing the interviews. The tran-
scripts were reviewed by the research team. All FGDs
and in-depth interviews were translated into English
by the research assistants who led the interviews/
discussions. Qualitative data were analyzed through
thematic analysis using OpenCode software [20,21].
Coding of the transcriptions line by line was done by
the Principal Investigator and the second co-author
who had previous research experience in maternal
health and qualitative data analysis. In many instances,
verbatim quotations (sometimes slightly modified from
the original translation to make the English more
understandable) are used to illustrate responses on
relevant issues and themes.Table 2 Socio-demographic profile of respondents,
Kenbata-Tembaro zone, Southern Ethiopia






No formal education 313 34.4
Primary 450 49.5






Never married 195 21.5
Total 909 100Results
Maternity service utilization
A total of 909 women in the age group 15–49 years
participated in the household survey. As Table 2 shows,
the majority of respondents was married (75%), less than
30 years of age (54%) with only primary level of educa-
tion (50%).
Seventy one percent of mothers received antenatal
care from a health professional (doctor, health officer,
nurse, or midwife) at least once for their most recent
birth in the one year preceding the survey. On average,
pregnant women made 3 antenatal care visits. As shown
in Table 3, the overwhelming majority of births (84%) in
the one year preceding the survey were delivered at
home. The proportion of mothers delivering at home
did not differ significantly by educational status or
household decision making capacity, though women
with at least secondary education were more likely to
deliver in an institution (p-value > 0.05). Women who
reported that they were able to decide about household
expenditure by themselves or jointly with their husbands
were also slightly more likely to deliver in a healthfacility, though this was not statistically significant
(p-value > 0.05).
Overall only 16% of deliveries were assisted by health
professionals, while a significant majority (78%) was
attended by traditional birth attendants. As showed in
Table 3, Health Extension Workers (HEWs) attend only
a small percentage (2.4%) of deliveries. Health Extension
Workers are female community health workers with
one year training and work at local health posts
providing a package of essential interventions to meet
the community health needs at the village level. Two
HEWs are assigned in each village (which on average
has 1000 households) and are assisted by voluntary
community health workers who are expected to serve
50 households.
Births to younger mothers (less than 30) and those
with a higher level of education were more likely to be
assisted by trained health professionals. Women who
Table 3 Percentage distribution of births in the last one year preceding the survey by type of professionals and place
of delivery, according to background characteristics




Type of Professionals P-
value
Total
Home Institutional TBA* HEWs** No one
Age
15-29 81.9 18.1 0.58 18.9 76.5 3.0 1.5 0.49 132
30-39 86.8 13.2 13.6 78.6 1.9 5.8 103
40-49 83.3 16.7 16.7 83.3 0.0 0.0 12
Educational status
No formal education 84.1 15.9 0.37 13.2 75 5.9 5.9 0.10 68
Primary 85.5 14.5 15.9 80.8 1.3 2 151
Secondary and above 75.0 25.0 28.6 67.9 0 3.6 28
Decision on household expenses (n=239)
Respondent 85.7 14.3 0.19 14.3 85.7 0 0 0.79 7
Husband 87.9 12.1 14.4 77.5 3.6 4.5 111
Jointly 79.2 20.8 19.8 76 1.7 2.5 121
Total 84.0 16.0 16.6 77.7 2.4 3.2 247
* - Traditional Birth Attendant ** - HEWs - Health Extension Workers.
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were more likely to have skilled attendance at delivery
compared to women who reported that their husbands
(or by themselves) make such decisions (20% versus 14%
respectively). However, the associations between educa-
tion and women’s decision making capacity and delivery
by health professionals were not statistically significant
(p-value > 0.05).
Reasons for preferring home delivery
Women who gave birth outside health institutions were
asked whether any of the following factors might be
concerns; obtaining money for the service fee, distance
to a health facility or lack of transportation, getting per-
mission from husband/family to go for treatment, trust
in service quality, belief that it may not be necessary or
customary. Figure 1 shows that the most important rea-
sons for not seeking institutional delivery are the belief
that it is not necessary (42%) and not customary (36%),Figure 1 Percentage of women with specific reasons for giving birth
Southern Ethiopia**.followed by high cost (22%) and distance or lack of
transportation (8%).
Findings from focus group discussions and in-depth
interviews
As shown in Table 4, recurring themes that evolved
from the group discussions and interviews were related
to perception of traditional birth attendants as culturally
acceptable and competent health workers, perceived
quality of care and previous negative experiences with
health facilities, low awareness and less empowered
women, as well as economic constraints during referral.
Perception of TBAs as culturally acceptable and competent
community health workers
Findings from the group discussions indicate that many
families opt for traditional birth attendants as their first
line of care for delivery unless they believe that labor is
not normal. The fact that they are familiar and haveoutside Health Institutions, (n =215), Kenbata -Tembaro Zone,
Table 4 Themes and sub-themes emanating from FGDs
and in depth interviews about barriers to delivery in
health facilities
Main themes Sub themes
1. TBAs as culturally acceptable and
competent health workers
Sensitive to customary practices
Ability of TBA to handle normal
deliveries
Income and incentives of TBAs
Support from family members
during delivery
2. Perceived quality of care and
previous negative experiences
Incompetent health workers
Out of hours availability
Health workers do not allow
cultural practices
No attention for privacy and
psychosocial support
Shortage of female health
workers
3. Low awareness and less
empowered women
Believe skilled attendance is
unnecessary
Decision making by spouses,
relatives, and neighbors
4. Economic constraints during
referrals
Referral often inevitable which
entails additional expenses
Few adequately staffed and
equipped facilities nearby
Limited finance to cater for
accommodation/medications
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‘normal’ deliveries was an important consideration in
deciding place of delivery.
If my wife goes into labor, the first thing I would do is
call a traditional birth attendant. If she (traditional
birth attendant) believes that the labor can be
managed at home, we will stay at home. We will go to
a health center only if the traditional birth attendant
says so. We have confidence in them. Hence I comply
with whatever the traditional birth attendant tells me
to do to save the life of my wife.
Male FGD participant 3
It is interesting to note that one of the reasons for
preferring traditional birth attendants is the fact that
mothers get the much needed support from their
spouses and families’ presence in home deliveries.
Besides, some traditional birth attendants attend to
some of the longstanding traditional practices which are
rooted in the beliefs and cultures of the society (such as
massaging the abdomen with butter and burying the
placenta around home). Discussions with both mothersand fathers suggest that traditional birth attendants’
approach fulfils the expectations of laboring mothers
and their immediate families in a way the modern health
system does not.
According to our tradition, the placenta should be
buried around our home. It (the placenta) should by
no means be thrown out everywhere. However, if
mothers deliver in health facilities, the health
professionals will not give us the placenta. Hence, most
of us do not prefer to go to health facilities.
Male FGD participant 7
Women prefer the traditional birth attendants than
going to health facility because when they attend
deliveries. . .. First, they will examine the abdomen of
pregnant mothers and if they found out that the baby
is not in the ‘right position’, they apply butter and do
massage on the abdomen to bring the baby to its
‘normal position’ which facilitates smooth delivery.
Female FGD participant 6
The interviews reflected that there is no clear relation-
ship between traditional birth attendants and the formal
health system. As the following quote shows, traditional
birth attendants rely on the respect and trust earned
from their communities through their service.
We don't have any relationship with health workers in
health centers and health posts. They don't want us.. . .
And we don't get any support from them. However, the
community believes in us and that is our major source
of support and motivation to continue the work we are
doing.
Traditional birth attendant 1
Perceived quality of care and previous experiences
Women who preferred to deliver at home indicated that
some health professionals are not sensitive to their priv-
acy and care little to give them psychological support
when they need it most. As the following quote illus-
trates, families seem to value the more supportive and
comfortable care that they get from traditional birth
attendants.
I am afraid of delivering in a health facility. They
[health professionals] don’t allow my family members
(who are the main source of psychological support and
comfort) to accompany me in the labor ward. They
leave us alone on the delivery couch and everybody
who comes in and out of the delivery room watches
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get little respect from health workers. I won’t have
these problems if I go to a traditional birth attendant.
I seek help from a health facility only as a last resort
(.i.e., if I encounter difficulty to deliver in my home).
Female FGD participant 2
Comments from group discussion participants point
to concerns about quality of care at health facilities and
the lack of confidence in health workers’ ability to deal
with pregnant and laboring mothers. Besides, many of
the discussants mentioned that the health centers may
not be open during nights and weekends.
My last child was born at home and I didn’t take my
wife to any health facility. This is because of what
happened during her pregnancy check up. We were
told that it was twin pregnancy which, to our surprise,
was later confirmed to be ‘single’ in a different
facility. . . Fortunately, she delivered at home safely
and her mother attended the labor.
Male FGD participant 4
I had repeated antenatal visits during my first
pregnancy. In one of my visits (at the ninth month of
pregnancy), I experienced a severe crampy abdominal
pain for which the health care provider advised me to
take medications assuming it is caused by intestinal
worms. Lately, I realized that I was actually in true
labor and was thus forced to have my first child
delivered at home. That experience eroded my
confidence and trust on health professionals’
competence as a result of which I decided to deliver at
home for all of my subsequent children.
Female FGD participant 1
As it is known, labor often comes during the night.
People coming from rural villages pay a lot of money
for transportation. However, when we reach there, it is
possible that the facility is closed. Even if they are
open, medications and equipment are often in short
supply. Eventually, we end up taking prescriptions to
buy from private pharmacies. Some health workers
who are on night duty are also not competent enough
to manage deliveries. Many times, they refer all
laboring mothers to other hospitals. We face similar
problems during weekends. These are serious problems
which discourage us from going to a health facility in
the first place.Male FGD participant 1
Although many of the study participants pointed out
the advantages of traditional birth attendants, a few par-
ticipants were critical of their service mainly because of
safety concerns.
I prefer to deliver my children in a health facility.
Because the traditional birth attendants do not wear
gloves and they may not as well use clean equipments.
In contrast, health care providers wear gloves, use
clean equipments and medications for delivery.
Female FGD participant 7
All my children were born in a health facility. Health
facility delivery will benefit mothers as well as their
children. In contrary, traditional birth attendants can
sometimes be careless in managing deliveries which
could endanger the health of mothers and their babies.
That is why I preferred to deliver my last child in
health facility.
Female FGD participant 8
Interviews with health care providers indicate that
some of the reasons for not coming to health facilities
are results of unfounded rumors about quality of care at
health facilities.
We learned that there are rumors in the community
claiming that every mother who goes to a health
facility gets operated. Of course this kind of
misperception is improving from time to time and we
are getting the publics’ trust as witnessed by a lot of
mothers coming to us. Many people are now convinced
that we make decisions depending on the kind of
problem the mothers are facing.
Health care provider 1
Low awareness and less empowered women
There seems consensus among the health workers that
knowledge about the importance of delivering in health
facilities is fairly low. Communities often use their un-
eventful previous experiences to strengthen their claim
that modern health care may not be necessary for
delivery.
All my children were born at home assisted by
traditional birth attendants. In this locality, once a
woman delivers her first child at home, the rest of her
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mothers believe that once they are able to give their
first birth at home nothing will happen to them in
their consecutive home deliveries. In general, in this
area mothers deliver their children in their home and
no woman wants to deliver her child in health facility
unless they face difficulty.
Female FGD participant 2
It was suggested that many elderly women promote
traditional health care at times advising against services
at health facilities. As opinion leaders especially on mat-
ters related to labor, their position influences the care
seeking behavior of particularly young mothers.
We still have many elderly people who discourage
going to a health facility for labor claiming that they
used to have a better past when there were no modern
healthcare services including vaccination, and family
planning. For them the health facilities have little
impact, if any. These influential people need to be
engaged if we are to improve the health seeking
behavior of others.
Volunteer Community health worker 6
In most situations, it is relatives and neighbors
(including traditional birth attendants) who are the
main decision makers in this community. And this is
one of the reasons why laboring mothers stay at home
during delivery.
The discussions also point that the community’s
awareness is improving from time to time. As the fol-
lowing participant explains more and more women are
going to health facilities with increasing awareness and
better access to health posts in their own villages.
Women in our area usually deliver at their home. One
of the reasons is the fact that there were very few
health facilities in our locality which provide delivery
service. However, currently health posts are being
constructed in many villages (‘kebeles’) and there is
also ongoing education by different health workers
about the importance of delivery at health institutions
which improved service utilization in recent times.
Male FGD participant 1
Economic constraints during referrals
Cost is a significant deterrent of maternity service seeking
in many rural settings. Where distance to the next level of
care is a barrier, indirect cost to cover transportation andlodging expenses become particularly important. As
illustrated by the following quotes, one of the reasons for
not going to the closest health centers appears to be the
anticipation of inadequately equipped facilities and further
referrals to more distant hospitals which is hardly
affordable.
If a laboring mother is referred to other hospitals, she
needs to have at least 800 Ethiopian birr for
transportation. Most people cannot afford this amount
of money. It is usually during this time that the fetus
dies due to ‘distress’ and the mother also gets
extremely weak. Health facilities are not well equipped
with facilities and there is also shortage of essential
drugs.
Male FGD participant 1
One of the major factors which hinder women from
going to health facilities is their financial problem.
Even though they know the importance of institutional
delivery, they may not go to health facilities as they
know they will be referred. Most of the time, they
borrow money from their relatives. However, getting
that money takes days and it’s during this time that
the labor goes into complications.
Male FGD participant 2
Even when families know that the labor is not
progressing well and the laboring mother is not doing
well, they stay up to 3 days until they exhaust all
possibilities (before they sell assets to cover
transportation and accommodation expenses). Such
financial constraints often prevent mothers from
seeking timely care.
Community health volunteer 1Discussion
The present study examined factors affecting women’s
preference to home delivery in a predominantly rural
region in Ethiopia where physical and financial access to
a health facility have been addressed to a certain extent.
The study gives in-depth insight into a range of factors
that hinder facility based delivery which are often
described as lack of knowledge and misperceptions in
quantitative surveys. As expected women who were edu-
cated and those who had better autonomy in decisions
pertaining to household expenses were more likely to
deliver in health centers. The findings of the survey and
qualitative interviews and discussions are largely similar in
that financial and transportation problems are mentioned
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health centers which is unlike other studies [11,12].
Our study shows that service availability and physical
access do not always result in good delivery service
utilization which is in agreement with previous reports
[22,23]. Globally, home birth is increasing even in high
income countries where service affordability is not a big
factor in getting institutional delivery [24]. Reasons for
these emerging trends include the fact that issues that
enhance the experience of mothers including conve-
nience, privacy, and respect and providing room for im-
mediate family members (partner, or mother or other
designated person) are addressed in a better way by
home deliveries [25-31].
The findings indicate that to some extent women’s
preference for home delivery has been shaped by their
negative past experiences with the modern health system
including health care providers’ competence and poor
availability of drugs and equipments [26]. It was also
noted that some women do not go to health facilities
anticipating that the facilities will not be fully functional
outside the normal working hours (at nights and
weekends).
The study results highlight the importance of respon-
siveness of care in affecting delivery service utilization
even in predominantly rural and low resource settings.
Various studies have reported barriers embedded in the
beliefs, and traditions of communities including poor
family participation, fear or embarrassment related to re-
ceiving care at health facilities, as well as the perception
that health professionals are not paying sufficient atten-
tion to traditional norms of the society [31-37].
Equally important is the relatively strong position of
traditional birth attendants as culturally acceptable and
trusted source of service providers, who apparently do
not have formal linkages with the modern health care
and no incentives for early referral and communication.
This is in accordance with other studies which reported
traditional birth attendants as preferred service providers
in rural areas because of their cultural sensitivity, easy
availability and cheaper services [38-40].
While the Ethiopian health system acknowledges the
role of traditional birth attendants as volunteers working
under the supervision of the health extension workers
[41], their relationship has not been clearly defined. Experi-
ences from other countries indicate that skilled attendance
can be better promoted in a system that integrates trad-
itional with the modern health system [35]. Although the
evidence is mixed [42], evaluations of programs which pro-
mote trained traditional birth attendants have indicated
that their service could increase women’s use of antenatal
care and emergency obstetric care, and decrease perinatal
and neonatal mortality in a context where access to health
services is limited and maternal mortality is high [43].One of the strengths of the present study is that it
employed both questionnaire survey and qualitative
approaches among a range of stakeholders; women, fathers,
community health workers, traditional birth attendants and
health care providers which allowed triangulation of fin-
dings from multiple perspectives. A potential limitation
could be that the study was conducted in only three
districts in the Southern region which are within 200 km
radius from the national capital and thus may not represent
what could be prevalent in more remote corners of the
country. It is possible that some of the cultural barriers for
service utilization can be context specific limiting transfer-
ability of the findings.
Conclusions
Implications for development of a guideline for managing
laboring mothers in health facilities and promoting
patient centered care
The study indicated that there is a need to emphasize the
importance of health care provider-client communication
and client centered care in both pre-service and in-service
trainings so that women get the respectful attitude and
supportive environment that they usually claim to get from
traditional birth attendants.
The way expectant mothers and their immediate fam-
ilies are treated varies a lot from facility to facility and
there are no guidelines regarding issues such as privacy
and psychological support which could be key in deter-
mining service utilization. A strategy towards addressing
this challenge could be to design and implement a
standard protocol across all health facilities regarding
the handling of mothers and their relatives during labor.
This will help improve mothers’ experience during labor
without affecting the quality of care.
The fact that there is no proper communication
between the different levels of care has also meant that
laboring mothers in need of immediate medical atten-
tion may avoid going to health facilities anticipating that
the facilities will be closed or not functional particularly
outside of the conventional working hours. While it is
important to avail emergency obstetric services in the
nearest health facilities, the communication between the
health facilities should be improved to avoid unnecessary
referrals and alert the next level health care providers
about incoming patients.
Implications for involving TBAs and designing more
context specific educational messages for the community
Given the fact that traditional birth attendants are still
regarded well by their communities attending the
majority of births, it is important to engage them with
the formal health system and facilitate their role in early
referral and possibly dispelling misperceptions surround-
ing labor and delivery in their localities. On the basis of
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ture programs consider innovative incentive mechanisms
(which could be non-monetary; for example in the form
of recognition) for traditional birth attendants who are
active in referring mothers to health facilities.
The study pointed that some reasons for not seeking
delivery care (such as the traditional values attached to
bury the placenta closer to their homes) could be highly
context specific which means information education and
communication interventions targeting behaviour change
should address such socio-cultural beliefs of communities.
Implications for further research
Finally, the study revealed that some of the important
reasons for preferring home over facility based delivery
cannot be captured in the usual structured questionnaires
of community based surveys. These factors are commonly
categorized as ‘unnecessary’ and ‘not customary’ in large
quantitative assessments including the demographic and
health surveys indicating the importance of using qualita-
tive approaches to get a more complete picture and design
more specific educational messages. Future studies should
also explore for important motivation factors that can help
improve communication between traditional birth atten-
dants and the formal health system.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
SS designed the study, coordinated the data collection and management,
and helped to draft the manuscript. YM participated in design and analysis
of the study. MT participated in coordinating the field work and drafting the
report. MS involved in drafting and revising the manuscript. MB participated
in qualitative data analysis and revising the manuscript. All authors read and
approved the final manuscript.
Acknowledgements
The research team would like to thank KMG-Ethiopia and UNFPA-Ethiopia
Country Office staffs for their constructive comments on the proposal, and
facilitating the logistics for the field work. We would like to extend our
gratitude to research assistants (Tadesse Alemayehu, Girma Mamo, and
Biruhtesfa Bekele), supervisors and enumerators who helped us during the
data collection process. Finally, we thank all study participants who gave
their precious time to respond to our questions.
Author details
1School of Public Health, Addis Ababa University, PO Box 9086code 1000,
Addis Ababa, Ethiopia. 2Department of General Practice, CAPHRI School for
Public Health and Primary Care, Maastricht University, Maastricht,
Netherlands. 3Department of General Practice, Tromso University, Tromso,
Norway. 4Technical Advisor-GCACP, International Planned Parenthood
Federation, Nairobi, Kenya. 5UNFPA-Ethiopia Country Office, Addis Ababa,
Ethiopia.
Received: 2 June 2012 Accepted: 9 January 2013
Published: 16 January 2013
References
1. Hogan MC, et al: Maternal mortality for 181 countries, 1980–2008: a
systematic analysis of progress towards millennium development goal 5.
Lancet 2010, 375(9726):1609–1623.2. Demographic E, Survey H: Central Statistical Agency. Addis Ababa Ethiopia:
MEASURE DHS, ICF International Calverton, Maryland, USA; 2011. 2012.
3. Ethiopian Ministry of Health: Emergency Obstetric and Neonatal Care survey
report. Ethiopia: Ministry of Health; 2009.
4. Starrs A: The safe motherhood action agenda: Priorities for the next decade.
Report on the safe motherhood technical consultation 18–23 October 1997,
Colomba, Sri Lanka, family care international/the inter-agency group for safe
motherhood, New York. New York: Family Care International/The Inter-
Agency Group for safe motherhood; 1997.
5. AbouZahr C: Global burden of maternal death and disability. Br Med Bull
2003, 67:1–11.
6. Khan KS, W.D, Say L, Gulmezoglu AM, Van Look P: WHO systematic review
of causes of maternal deaths. Lancet 2006, 367:1066–1074.
7. Harvey SA, Ayabacab P, Bucaguc M, Djibrinad S, Edsona WN, Gbangbadee S,
et al: Skilled birth attendant competence: An initial assessment in four
countries, and implications for the safe motherhood movement.
Int J Gynecol Obstet 2004, 87:203–210.
8. Koblinsky MA, C.O., Heichelheim J: Organizing delivery care: what works
for safe motherhood? Bull World Health Organ 1999, 77:399–404.
9. E, B.S.a.G: The role of traditional birth attendants in the reduction of
maternal mortality. Stud Health Serv Organization Policy 2001, (17):85–89.
10. Dhakal S, van Teijlingen E, Raja EA, Dhakal KB: Skilled care at birth among
rural women in Nepal: practice and challenges. J Health Popul Nutr 2011,
29(4):371–378.
11. Gage AJ: Barriers to the utilization of maternal health care in rural Mali.
Soc Sci Med 2007, 65:1666–1682.
12. Gabrysch S, C.S, Cox J, Campbell OMR: The influence of distance and level
of care on delivery place in rural Zambia: a study of linked national data
in a geographic information system. PLoS Med 2011, 8(1):1–12.
13. D., H: Household characteristics affecting where mothers deliver in rural
Kenya. Health Econ 1996, 5(4):333–340.
14. E., M.D.M.G: Maternal health and health sector reform: opportunities and
challenges. Stud Health Serv Organisation Policy 2001, 17:371–386.
15. Le Coeur S, Pictet G, M'Pelé P, Lallemant M: Direct estimation of maternal
mortality in Africa. Lancet 1998, 352:1525–1526.
16. S. B: Appropriate obstetric technologies to deal with maternal
complications. Stud Health Serv Organisation Policy 2001, 17:175–194.
17. P. B: Over-medicalisation of maternal care in developing countries.
Stud Health Serv Organisation Policy 2001, 17:195–206.
18. Lerberghe, V.D.B.a.W.V: Safe motherhood strategies: a review of the
evidence. Stud Health Serv Organisation Policy 2001, 17.
19. Upgrading Kembati Mentti Gezzime Health Centre for Obstetric Fistula Prevention
and Treatment. Ethiopia: UNFPA – Ethiopia Project document; 2006.
20. Department of Public Health and Clinical Medicine at Umeå University:
OpenCode 3.6 B1 © UMDAC and Epidemiology. 2009.
21. Keenan KF, E.v.T, Pitchforth E: The analysis of qualitative research data in
family planning and reproductive health care. J Fam Plann Reprod Health
Care 2005, 31(1):40–43.
22. Carter A: "Factors That Contribute to the Low Uptake of Skilled Care During
Delivery in Malindi, Kenya". Health and Development program, Kenya: ISP
Collection; 2010. Paper 821.
23. Magoma M, J.R, Campbell OMR, Cousens S, Filippi V: High ANC coverage
and low skilled attendance in a rural Tanzanian district: a case for
implementing a birth plan intervention. BMC Pregnancy Childbirth 2010,
10(13):1–12.
24. Lancet editorial board: Home birth-proceed with caution. Editorial.
Lancet 2010, 376(9738):303.
25. Margaret E, Kruk MP, Mbaruku G, de Pinho H, Galea S: Women’s
preferences for place of delivery in rural Tanzania: a population-based
discrete choice experiment. Am J Public Health 2009, 99:1666–1672.
26. Kruk ME, Paczkowski MM, Tegegn A, Tessema F, Hadley C, Asefa M, Galea S:
Women’s preferences for obstetric care in rural Ethiopia: a population-
based discrete choice experiment in a region with low rates of facility
delivery. J Epidemiol Community Health 2010, 64:984–988.
27. Wendy Christiaens P: Place of birth and satisfaction with childbirth in
Belgium and the Netherlands. Midwifery 2009, 25:e11–e19.
28. Imogie AO, E.A., Aluko K: Assessing the role of traditional birth attendants
(TBAs) in health care delivery in Edo State, Nigeria. Afr J Reprod Health
2002, 6(2):94–100.
29. Ingegerd Hildingsson, U.W.m., and Ingela Ra°destad: Swedish women’s interest
in home birth and in-hospital birth center care. Birth 2003, 30(1):11–22.
Shiferaw et al. BMC Pregnancy and Childbirth 2013, 13:5 Page 10 of 10
http://www.biomedcentral.com/1471-2393/13/530. Gao Y, L.B., Sue K, Min H, Belton S: Barriers to increasing hospital birth
rates in rural Shanxi Province, China. Reprod Health Matters 2010,
18(36):35–45.
31. Bazzano AN, Kirkwood B, Tawiah-Agyemang C, Owusu-Agyei S, Adongo P:
Social costs of skilled attendance at birth in rural Ghana. Int J Gynaecol
Obstet 2008, 102:91–94.
32. Otis KE, B.J.: Barriers to hospital births: why do many Bolivian women
give birth at home? Rev Panam Salud Publica 2008, 24(1):46–53.
33. Iyaniwura CA, Y.Q.: Utilization of antenatal care and delivery services in
Sagamu, south western Nigeria. Afr J Reprod Health 2009, 13(3):111–122.
34. SALIHU., Y.M.A.a.H.M: Barriers to the use of antenatal and obstetric care
services in rural Kano, Nigeria. J Obstet Gynaecol 2002, 22(6):600–603.
35. Gabrysch S, C.L, Bedriñana E, Bautista MA, Malca R, Campbella OMR,
Mirandaa JJ: Cultural adaptation of birthing services in rural Ayacucho,
Peru. Lessons from the field. Bull World Health Organ 2009, 87:724–729.
36. Glei DA, Goldman N, Rodriguez G: Utilization of care during pregnancy in
rural Guatemala: does obstetrical need matter? Soc Sci Med 2003,
57:2447–2463.
37. Stephenson., L.A.L.a.R.B: Utilization of maternal health care services in the
department of Matagalpa, Nicaragua. Rev Panam Salud Publica 2008,
24(2):75–84.
38. Weeks, G.W.a.A: Editorial:the role of (traditional) birth attendants with
midwifery skills in the reduction of maternal mortality. Trop Med Int
Health 1999, 4(8):527–529.
39. Sreeramareddy CT, Joshi HS, Sreekumaran BV, Giri S, Chuni N: Home
delivery and newborn care practices among urban women in western
Nepal: a questionnaire survey. BMC Pregnancy Childbirth 2006, 6:27.
40. Warren C: Care seeking for maternal health: challenges remain for poor
women. Ethiop J Health Dev 2010, 24(Special Issue 1):100–104.
41. Federal Ministry of Health of Ethiopia: Federal Democratic Republic of
Ethiopia Ministry of Health - Maternal and Child Health Package. Addis Ababa,
Ethiopia. 2003.
42. Okojie, A.O.a.O: Assessment of the role of traditional birth attendants in
maternal health care in Oredo Local Government Area, Edo State,
Nigeria. J Community Med Primary Health Care 2005, 17(1):55–60.
43. Sipe LM, S.a.T.A: Transition to skilled birth attendance: is there a future
role for trained traditional birth attendants? J Health Popul Nutr 2006,
24(4):472–478.
doi:10.1186/1471-2393-13-5
Cite this article as: Shiferaw et al.: Why do women prefer home births in
Ethiopia?. BMC Pregnancy and Childbirth 2013 13:5.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
